There are few reported cases in the prostate adenocarcinoma literature with locoregional extension and normal prostate-specific antigen (PSA). We present the case of a patient with prostate adenocarcinoma and metastases with PSA values within the normal range, despite evidence of clinical and radiological progression of the disease. This is a 72-year-old patient presenting with a dysectatic syndrome in which there is a budding ulceration of the glans, an induration of the corpora cavernosa and whose rectal examination has objectified a malignant prostate. PSA was assayed at 3.47 ng/ml; prostatic biopsy and magnetic resonance imaging (MRI) revealed prostate cancer with extension to the urethral, cavernous and rectal areas. Hormone therapy was instituted and the course after two months was marked by the occurrence of several episodes of anemia treated by blood transfusion.
Introduction
Prostate cancer is the most common cancer in male gender. It represents the third leading cause of cancer mortality among men over 50 years in France and Europe. Since 2005, its incidence has been constantly increasing due to a more targeted practice of screening and improvement of diagnostic tools. Early individual diagnosis is based on an assay of the PSA rate associated with digital rectal examination, annually, in men aged from 50 to 75 years with a life expectancy of more than 10 years [1] .
However, more recent studies have shown that some men with PSA levels below 4.0 ng/ml have prostate cancer and others with higher levels do not [2] . Although normal PSA values in the presence of prostate cancer are considered rare, in the literature this has been described as occurring in about 20% of cases.
Nevertheless, this situation is generally rare in cases of extensive metastatic disease [3] .
We present the case of a patient with adenocarcinoma of the prostate with an extension at the corpus cavernosum, bulbar urethra, membranaceous urethra and rectum whose PSA values are within the limit of normal, despite evidence of clinical and radiological progression of the disease.
Case Report
A 72-year-old man was admitted on January 29, 2018 in the urology department of the University Hospital of Brazzaville for a total hematuria associated with a rectorragie and a deterioration of the general state. This symptomatology was preceded by a dysectatic syndrome characterized by dysuria with a delayed onset and a nocturia made up of four nocturnal lifts. This symptomatology has been evolving for 2 years. He is married, father of 3 children, with a personal history of ischemic heart disease of blood hypertension origin treated with acetyl salicylic acid at a dose of 100 miligram (mg) per day, and vastatine at a rate of one tablet per day, and 10 mg amlodipine daily. In his family history there is a notion of breast cancer in her mother and prostate cancer in two of his brothers.
• The clinical examination made it possible to objectify:
Budding ulceration about 1 centimetru (cm) in diameter at the balano-preputial sulcus ( Figure 1 ) and induration of the cavernous body. A recto-sigmoidoscopy showing congenital anorectal mucosa, a 6-hour ulcer bleeding rectal lesion on contact, and bleeding from the upper gastrointestinal tract. The indication of total colonoscopy was required to explore this bleeding.
Ultrasound of the urinary shaft shows a prostatic hypertrophy of 107.36 g.
An exit was decided with the continuation of the biological investigation and imaging outpatient report, as well as a consultation in gastroenterology.
Five days after discharge, the patient experienced diffuse pain in the penis, urethrorrhagia, bladder retention of urine by clot, deterioration of general condition with resumption of rectorrhagia, and anemia, again justifying his admission to the service.
The management consisted of the placement of a cystostomy tube containing turbid urines, a compressive bandage of the penis, and paracetamol at a rate of 3 grams per day in 3 doses.
• Paraclinical assessment:
• The blood count, the hemoglobin level was 7.6 g/dl.
• Urethrocystoscopy had shown a bleeding urethral tumor in contact extending from the bulbar urethra to the prostate.
• Prostate MRI revealed a large prostatic tumor process, irregular, heterogeneous, poorly limited contours invading the anorectal region behind, cavernous body (Figure 2; Figure 3 ).
• Prostatic biopsy with anatomo-cyto-pathological analysis in favor of a prostate adenocarcinoma with a probable Gleason score of 5 + 5 = 10 (Figures 4-6 ).
The diagnosis of prostate cancer with an extension of the corpus cavernosum, urethra and rectum associated with rectorrhagia was retained. It has been classified T4N0MX.
Hormonal therapy with 200 mg of ciproterone acetate in 2 doses, triptorelin 3.75 mg every 28 days, and iron supplementation were prescribed.
The evolution at the end of two months is marked by the occurrence of repeated anemias requiring several transfusions with erythrocyte pellets, then the patient's death. 
Discussion
Prostate cancer is common in men over 50 [4] . Changes in the patient's lifestyle, diet and environment, as well as improved early detection, have increased the incidence [5] . Prostate cancer can spread through the lymph and blood vessels, or by direct extension to nearby organs. PSA, which is a glycoprotein produced almost exclusively by the epithelial component of the prostate, is a marker of the prostate. It may not be expressed in all patients with prostatic adenocarcinoma [6] , the most commonly encountered histopathological form [7] . In addition, the development of metastatic prostate cancer producing undetectable or low serum PSA levels is not uncommon [8] . Having a patient with a PSA at 3.47 ng/ml and an extension at the level of the cavernous body, the urethra and the rectum by a very painful ulcero-budding rectal lesion, as in our case, raises questions. on the origin of the primary tumor. Would it be a primary prostate cancer or a cancer with urethral or rectal origin or would it be three totally independent tumors?
Although a protective role of Denonvilliers fascia is recognized against tumor extension from the prostate to the rectum [9] , its extension to colorectal tissue, though rare, can occur in at least 3 potential pathways. The first is that of its direct extension through the fascia of Denonvilliers and infiltration of the rectum.
The second is that through the lymphatic vessels, since the prostate and rectum receive in common some pelvic lymph nodes [10] . The third is where prostate cancer cells can spread through the biopsy needle, sowing in perirectal or rectal tissue; this route remains extremely rare [11] [12] . The incidence of rectal infiltration by prostatic adenocarcinoma is not common [13] . Yet we cannot exclude that it is a prostatic extension of a primary tumor from the colon. Bleeding of the upper gastrointestinal tract objectified during recto-sigmoidoscopy, would be an argument in favor of this insertion and also the colonoscopy that could have confirmed the diagnosis, could not be achieved because of the deterioration of the general condition of the patient. Bowrey et al. [13] , in their study, found rectal infiltration by adenocarcinoma of the prostate, in one patient every two years while in our current practice, this eventuality is almost non-existent. Moreover, unlike our case, no history of prostate biopsy had been found.
Regarding the hypothesis about the possibility of primary urethral carcinoma, this possibility is also unlikely because of the clinical course of prostate cancer in this patient, cystoscopy results showing its locoregional extension.
The presence of ulceration at the level of the balano-preputial groove, leads us to distinguish the real penile metastases from a prostate adenocarcinoma that are very rare, and the infiltration of the penis by contiguity. The most typical often occur in the glans, in the form of very painful erythematous nodules. The diffusion is most often by lymphatic or venous retrograde. The extreme pain of these metastases of the glans can lead to discuss the penectomy. The prognosis is dramatic, with survivals generally exceeding one year only [14] . In view of all the above, this case described, corresponds to an extension of a prostate adenocarcinoma to neighboring organs. it also keeps its place especially for palliative indications in the framework of a urethral disobstruction or a urinary diversion or a total penectomy for extension in the cavernous body [16] . A urinary diversion was performed, it was a suprapubic cystostomy. Due to the deterioration of the general condition by bleeding and repeated anemia, significant risks associated with this surgery, the patient's clinical presentation and his desire not to have to undergo other invasive treatments, have led the medical team to limit itself to excluding total penectomy.
Palliative external radiotherapy could have been another therapeutic option because of the lack of a technical platform; it was not possible to indicate this therapeutic modality.
Conclusion
Prostate cancer remains the most common cancer of men over 50 years. Adenocarcinoma is the most common histopathological form. The presence of a PSA cancer but also of a cancer at a metastatic stage. This is why even in the presence of normal PSA, it is necessary to perform a prostate biopsy if the digital rectal examination is abnormal. The penis, the urethra and the rectum are areas where, of course, we rarely encounter metastases of prostatic adenocarcinoma, but they
should not be ignored.
Consent Chief of This Journal
Written informed consent was obtained from one of the adult children for publication of this case report. A copy of the written consent is available.
